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1. When you make an appointment to see your doctor, write it down in your Journal.

2. Before you see your doctor, write down any questions you want to ask him or her during your appointment.

3. Take your Journal with you to your appointment.  You should also take your Journal with you when you are
traveling (on vacation, etc.)

4. After your appointment, write down the results of your appointment as well as the answers to your questions
that you received from your doctor.

5. Do NOT write your Social Security Number, Medicare Number or any other confidential information in your
Journal, in case it is lost or stolen.

6. When your medical bills or statements arrive, check them against the information in your Journal.  
Make sure that the information on the bill or statement is accurate, and that the health care service 
provider is billing the correct person or insurance company for the service(s) received.

7. If you believe a problem exists with your Medicare or Medicaid statement, CONTACT THE COMPANY
THAT PAID THE CLAIM.  You can call them, fax them, e-mail them or write them.

8. Before you contact the claims processing company, carefully read your statement.  Make sure you have 
the following information handy:

• Your Medicare or Medicaid number (but do not write it in your Journal!)
• The health care service provider’s name and any identifying number you may have;
• The date on which the item or service was furnished;
• The item or service you have questions about; 
• The amount approved and paid;
• The date of your Medicare or Medicaid statement (or other insurance statement);
• The error that you believe exists regarding the bill or statement; and any other information you might

need.

9. If you decide to file a fraud complaint, clearly state at the beginning of your telephone call or letter that 
you are filing a fraud complaint.  This will help to ensure that your complaint is forwarded to the fraud unit.
If you still have questions or would like to report suspected fraud, waste or abuse, call the 
Senior Medicare/Medicaid Patrol Program at 1-800-938-8885.
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Personal Healthcare Journal
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The Virginia Insurance Counseling and Assistance Program (VICAP)

Do you need help figuring out your medical bills, or learning about health insurance policies?  
The Virginia Department for the Aging (VDA) has a network of trained counselors that can help you
understand:

• Medicare (help is available to both older persons and disabled persons under the age of 65);
• Medicare supplemental insurance policies (often called “Medigap” policies);
• Long-term care insurance;
• Medicaid; and
• Finding financial help for Medicare premiums, deductibles and co-payments.

VICAP volunteers are trained to assist older Virginians and others with Medicare so they can make
informed decisions about various types of health insurance.  VICAP counselors also assist with
seniors with complex medical bills and patients’ rights issues such as grievances and appeals.
VICAP counselors CANNOT have a license to sell insurance.  They are also not allowed to 
recommend a particular insurance company to people they counsel.  All counseling offered by
VICAP volunteers is confidential, and it is FREE.

You can reach a VICAP counselor by calling your local Area Agency on Aging (AAA).  
Their telephone number can be found in your local telephone directory.  You can also contact 
the Virginia Department for the Aging (VDA), using its nationwide, toll-free number 
1-800-552-3402 (Voice/TTY), or by sending an e-mail to aging@vda.virginia.gov.
VDA will be happy to refer you to your local AAA. 


